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DECLARATION by APPLICANT. Ses o7 Wv o

1) | hereby confirm tat @1 detalls in this Form are True to the Best of my knowledge. Any false stalemant will render my Applicstion & ongoing ssistance, il any,
lmblo for ressclion/cancallation.

2) | solemndy confinm that essistance. If recelved from Hoshika Foundation, will be used only for the “purpose”, a3 stated i Ihis Farm, lor which such assistance

wins roglealed by ma.

3) | herety confirm thal | have not & will et in fulure, aviil of reimbursement, m part ar in full, Fom any other sourcelemployerinsurance compsny, of the amouni

for which this assistance is requesied
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AGREEMENT by APPLICANT (s g0 W)

1) By affning my signature or thumb impression on this Form, | [Applicsnt) hereby agree & suthorise Koshika Foundation and It's Trusises to
usa/publishiput-upfreproduce my name, address, photo & detalls of the “purpose”, for which such assistance (s requestedigranted, theough any
medium, Including but nof limited 1o verbal, print, shectronlc, for solciting donations for Koghika Foundation andfor dissaminating information about it's
actvitiealachievemants. Such use of my pholo & datails can ba made by Koshikas Foundation before o alter my ireatment or fulfliment of the “purpase”
for which assistance is being requested.

2) 1 {Applicant) further agree that any such use of my name, address, pholo & detalls of the "purpose”, for which such asgsistance s requested/granted,
will nal sutomatically entitle ma for feceiving or continuing the snid assisipnce. The dectalon for granting andior continidng the asaistancs will reel solly
with the Trusiees ol Koshika Foundatlon, and their decision s this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (weame o &01)
By affixing herauinder, signaturz of our Authorised Signatory for recommending this case/patient for finencial assistance from Koshika Foundation, we
(Hospital) hereby &firm & accep! following:
1) that we neither are presently nos will in futire svall of financisd assistance from ancther NGO or any other source, for the same patienticase, a5 we ane
requasting to get from Konhika Foundation, fo the extent ihat such assstance is granied by Koshika Foundation. If the requested assisiance (s nel granied
by Koshika Foundstion, in part or in (Ul then the Hospital resarves il's right to make up the shortfall from another NGO or any other source. This

conflrmation essentially states that the Haospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other sourco
2) The zesislance from Koshika Foundation ks only finsntial In nature. The cholce of the treatmentiprocedure advised/conducted by the Hospital on the

patant, is ased on the arresngamant between tho patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tho Hospial will

sssume sole & complete responsibillty of the treatment & I's outcoms & sefety of the patient, and Koshika Foundsation will have no role or respansitlity
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